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OVERVIEW — Expanding coverage and increasing delivery

of team-based care are likely to entail a growing role in the
health system for advanced practice nurses (APNs), physician assistants (PAs), and other nonphysician clinicians.
These professions have already grown rapidly and have
increased access to primary and specialty care, especially
in rural and other underserved areas. This background
paper provides an overview of the role of APNs and PAs. It
reviews the primary features of the training and credentialing of these health professions, including the impact of public
policies and market forces on their growth and deployment.
It describes variations in state scope-of-practice policies and
efforts to change them. Using a few brief examples, it also
looks at the practices of APNs and PAs in the context of
delivery system organization, reimbursement policy, and
health care reform.
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T

he idea of an expanded role for advanced practice nurses (APNs) and physician assistants (PAs) figures prominently in many models of a less costly and more accessible
health care delivery system. Innovative technologies, coverage expansions, and the increased prevalence of chronic illness all tend to increase demand for services, some of which
the nursing and PA workforce can help deliver.1 Experience
suggests that APNs (a term encompassing nurse practitioners, nurse midwives, nurse anesthetists, and clinical nurse
specialists) and PAs can perform some of the same services
as doctors, with equivalent results, and can be trained in
less time and at less expense. In some instances, however, efforts to expand the range of services that nurses and PAs are
authorized to perform in settings such as store-based and
other nurse-managed clinics have met with opposition from
physicians contesting these professions’ competency claims.
Practice boundaries are defined and enforced through professional credentialing boards and state licensing and scopeof-practice laws, reinforced by the reimbursement policies
of public and private payers. State scope-of-practice policies
vary widely, and inconsistencies between the states complicate the training, credentialing, and employment of these
professions. These inconsistencies may also obstruct delivery system innovation and the pursuit of promising models of team-based care. However, notwithstanding friction
along the expanding frontiers of their practice, the delivery
of services by APNs, PAs, and other nonphysician clinicians
has increased dramatically in recent decades and quietly
achieved substantial changes in health system organization,
well in advance of the enactment of health reform legislation
in 2010.
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A QU IE T T R A N S F O RM AT I O N
The new professions of nurse practitioner (NP) and PA both emerged
in the 1960s in response to provider shortages, especially in primary
care and in rural and underserved inner-city communities. NPs are
registered nurses who have received additional training and are authorized to perform some services traditionally performed by physicians. They can, depending on the state where they practice, take
patient histories, perform physical exams, make diagnoses and referrals, order tests, prescribe drugs, and help manage acute and chronic
illnesses. Education and training requirements have increased over
the years, and so have NPs’ opportunities to practice independently
or with only indirect physician supervision. Other types of APNs
have developed and increased in numbers and are now working in
fields such as oncology, cardiology, psychiatry, and obstetrics. New
NPs have since the early 1990s almost always been required to hold
a master’s degree.
PAs must have several years of experience working in health care,
must receive specialized training, and must practice under direct
physician supervision. But PAs’ training and responsibilities have
also increased over time, and many have entered both surgical and
nonsurgical specialty practice, performing some services that would
otherwise have been performed by a doctor, such as performing physical examinations, ordering tests, or assisting in surgeries. In 2008, 40
percent held PA bachelor’s degrees and 43 percent a PA master’s. Independent practice is generally not an issue that PAs are concerned
about, although state regulation of their scope of practice (SOP) while
under physician supervision may be. (See text box, next page.)
According to recent estimates, the number of APNs in the United
States is about 150,000; about two-thirds of these are NPs. The number of PAs is about 80,000.2 The combined total of 230,000 is more
than four times what it had been in 1990 and is more than one-fourth
the size of the physician workforce. An estimated 600 million patient
visits are made to NPs annually.3
Although NPs and PAs originally worked primarily in rural and
underserved communities where physicians were scarce, they now
practice in a wide variety of settings, including large and small physician practices, hospitals, surgical centers, specialty clinics, emergency departments, schools, correctional facilities, and managed
care organizations. An estimated 85 percent of NPs work in primary
4
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care, while a majority of PAs (about 65 percent) are in specialty care.4
Nurse practitioners may also receive training and certification beyond their NP license in specialties such as acute care, adult health,
pediatrics, family health, emergency care, geriatrics, and neonatal
care.5 About one-third of APNs hold specialized licenses as midwives, anesthetists, or clinical specialists, according to the National
Council of State Boards of Nursing (NCSBN) (Table 1, next page).

Training and Credentialing of Advanced Practice Nurses and Physician Assistants
“Advanced practice nurse” (APN) is an umbrella term that refers to four main types of nurses who have
received advanced training beyond what is required for licensing as a registered nurse (RN): nurse practitioner,
nurse anesthetist, clinical nurse specialist, and nurse midwife. However, requirements for licensing as an
APN vary widely by state. Most states—but not all—require a master of science in nursing degree from an
accredited educational facility. In most cases, state legislatures delegate to state boards of nursing the authority
for setting requirements for certification exams in various APN categories and subspecialties, although in a
few cases state boards of medicine hold this authority.

Nurse
Practitioner (NP)

Graduates of accredited programs must pass a certification
exam administered by a certified state or national organization,
which may be tailored to a variety of NP subspecialties, such as
pediatrics or obstetrics and gynecology.

Nurse
Anesthetist (NA)

A master’s degree and passage of a national certification exam
is almost always required. A small percentage of NAs have postmaster’s preparation.

Clinical Nurse
Specialist (CNS)

More than 90 percent have master’s degrees and some others
have post-master’s preparation. Certification exams vary by
specialty.

Nurse
Midwife (NM)

A master’s degree is usually required for new NMs, although
RNs with at least nine months of post-RN training may be
licensed. Passage of a national certification exam is required.

Physician assistant (PA)—About 40 percent hold bachelor’s PA degrees and a like number have master’s PA
degrees. Others may qualify through prior health care work experience and on-the-job training. PAs may
take a national certification exam or meet specialty-specific requirements. State boards of medicine usually
prescribe licensure standards.
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TABLE 1

Number and Earnings of Advanced Practice Nurses and
Physician Assistants in the United States

Type

Number of
Licensees*

Earnings in
2004†

Estimated
Earnings in
2008†

ADVANCED PRACTICE NURSES (All Types)

150,000

n/a

n/a

Nurse Practitioners

100,000

$70,000

$80,000

Nurse Anesthetists

32,000

130,000

150,000

Clinical Nurse Specialists

13,000

64,000

74,000

5,000

73,000

84,000

80,000

n/a

$90,000

Nurse Midwives
PHYSICIAN ASSISTANTS
*

Data on licensees from Kevin Kenward et al., “2007 Nurse Licensee and NCLEX Examination
Statistics,” NCSBN Research Brief, vol. 35 (January 2009), available at w w w.ncsbn.org /
WEB_08_2007LicExamRB_Vol35_CS3.pdf; and American Academy of Physician Assistants, “2008
AAPA Physician Assistant Census Report,”September 25, 2008, available at www.aapa.org/images/
stories/2008aapacensusnationalreport.pdf.
†
Data on current salaries of advanced practice nurses are estimated, based on salaries reported in U.S.
Health Resources and Services Administration (HRSA), “The Registered Nurse Population: Findings
from the March 2004 National Sample Survey of Registered Nurses,” Appendix A; available at ftp://ftp.
hrsa.gov/bhpr/workforce/0306rnss.pdf. 2004 earnings are trended forward to 2008 using a 15 percent
upward adjustment, based on the 15 percent increase in RN salaries from 2004 to 2008 reported in
a March 2010 summary of preliminary findings from HRSA’s 2008 survey. Full results of the 2008
survey were not available for this paper. A margin of error should be assumed for the 2008 projections.

PAs are also dispersed across a wide range of specialties, reflecting
patterns of demand that have prompted physicians to enlist their
services. A 2008 survey by the American Academy of Physician Assistants (AAPA) found that about 26 percent of PAs practiced in family or general medicine; 25 percent were in various surgical specialties, the largest of which was orthopedics; 16 percent were in general
internal medicine or an internal medicine subspecialty; 10 percent
were in emergency medicine; and the remainder were scattered
among pediatrics, obstetrics and gynecology, dermatology, and elsewhere. In all, the AAPA survey listed 18 surgical subspecialties, 17
pediatric subspecialties, and 14 internal medicine subspecialties.
Practice settings were similarly varied. Thirty percent of PAs were
in single-specialty medical practices, 12 percent worked for solopractice physicians, 13 percent worked for multispecialty medical
groups, 23 percent worked in hospitals, and about 6 percent worked
at community health centers. Smaller numbers worked in nursing
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homes, health maintenance organizations (HMOs), correctional facilities, or administrative jobs or were self-employed.6
APNs and PAs have gravitated toward diverse settings for meeting
community care needs. NPs played an important part in the recent
growth of nurse-managed clinics and federally qualified community
health centers and currently help care for 16 million mostly underserved patients a year at 7,350 such sites. Integrated systems of care
such as Kaiser Permanente have pioneered the use of NPs and PAs in
team-based care coordinated with the services of
multispecialty physician groups. One of the most
visible examples of the potential for substitution APNs and PAs have gravitated
has been the recent growth in the number of retail settings for meeting community
health clinics located in drug or discount stores
and staffed by NPs or PAs under remote physician supervision. In part because of the increasing willingness of
insurers to cover retail services, in 2008 retail clinics were operating in an estimated 1,000 locations and accounted for an estimated
3 million ambulatory visits annually.7 The store-based clinics offer
convenience and affordability for consumers who may otherwise
forego treatment of simple conditions because of waiting time for
appointments, limited physician office hours, or lack of insurance.
Physicians have warned of potential threats to quality, but several
studies have found that quality at store-based clinics is equivalent to
that in physician offices.8 Some pilot programs have also sought to
utilize nurse clinicians in patient-centered medical home programs
designed to promote primary and preventive care and to reduce
fragmentation for patients with multiple medical needs. These experiments, too, have met with resistance from physicians.9

toward diverse
care needs.

Studies of the quality of services furnished by nonphysician providers have generally been favorable. As early as 1986, the now-closed
federal Office of Technology Assessment found that NPs and PAs
could furnish certain types of basic care of an equivalent quality to
that provided by physicians and were better than physicians at tasks
requiring patient communication and education. Subsequent studies
have reached similar conclusions and have additionally found higher
levels of patient satisfaction in care encounters with nonphysicians.10
But evidence on overall cost savings from the use of NPs and PAs is
inconclusive. While per service costs may be lower, expanded supply may result in expanded utilization and higher total costs. In Massachusetts, where universal coverage legislation has in some areas
7
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reportedly overwhelmed the physician workforce and created severe
budget pressures, officials have expressed hope that nonphysician providers could fill gaps in provider supply and reduce costs.11 A RAND
study of the state’s budget options noted that, while the average cost
of an NP or PA visit is 20 percent to 35 percent lower than the cost of
a physician office visit, increased use of PAs and NPs could drive up
spending by increasing overall service volume. RAND concluded that
increased use of NPs, PAs, and retail clinics in Massachusetts would
generate only small savings over a 10-year period but added that investment in these economical approaches to expanding service capacity would help lay a foundation for more efficient care in the future.12
Use of NPs and PAs in primary care by historically underresourced
organizations, such as the Indian Health Service and many community health centers, is one indication of their cost-reducing potential.
Similarly, integrated delivery systems that operate
under budgets created by capitated payment sysUse of NPs and PAs in primary care by tems are often seen as models of interprofessional
historically underresourced organizations is team care. According to a 2004 study, for example,
Kaiser Permanente and other integrated delivery
one indication of their cost-reducing potential.
systems used fewer physicians per enrollee than
the average U.S. physician-to-population ratio but
do not use a greater than average number of NPs and PAs.13 An earlier study found more unequivocally that a sample of HMOs “relied
heavily on NPs and PAs.” 14 But these studies did not tackle the issue
of net savings. A 2004 report on Kaiser Permanente’s use of PAs and
NPs for endoscopy services emphasized that extensive training and
supervision is required for substitution of these professionals; and a
Kaiser Permanente executive said that such organizational needs may
offset savings on salaries.15 Finally, nurses’ argument that they should
be paid the same as physicians when they perform the same services
may influence payment policies in some cases.
More robust research on potential savings from the use of the allied
professions has been stymied by inconsistencies in the way their services are billed for by the physician practices, hospitals, and other organizations that employ them. These employers may bill for APN or
PA services under either the physician’s or the nonphysician’s provider number or as part of a bundled hospital payment. Inadequate data
may result in an underestimation of the amount of care delivered by
nonphysicians and may, as a result, skew projections of future workforce needs, researchers at Duke University warned in 2007.16
8
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A P RO FESSI O N M AT U RES
Concerted efforts were required to provide an adequate foundation
of education and training to enable nurses to assume a greater role
in meeting expanding demands for health services. Federal funding
was especially important in the start-up phase of new programs to
train NPs and PAs in the 1960s and 1970s. The Nurse Training Act
of 1964 and Title VIII of the Public Health Service Act, for example,
have supported continuing expansion of nursing programs, creating
a widening pool of RNs eligible for advanced nursing certification
and master’s level programs.17 The Public Health Service Act was
crucially important for the creation of PA training programs, which
recruited heavily from the ranks of medical corpsmen returning
from service in the Vietnam War. In addition to returning corpsmen, PA programs attracted applicants with backgrounds as nurses,
emergency medical technicians, physical or rehabilitation therapists,
and hospital technicians. 18
Credentialing and licensing requirements vary by state, but the educational preparation for APNs and PAs has continued to grow in
rigor and sophistication as these providers have deployed into increasingly specialized fields. By 2006, the United States had 336 accredited programs for NPs and 137 for PAs.19 A 2002 study found that
88 percent of APNs had master’s degrees (usually in nursing), as did
48 percent of PAs.20 By 2008, all but seven states required a master’s
degree for an NP license.21 In addition, an increasing number of institutions are now offering doctoral programs in nursing practice.
Credentialing for PAs is overseen by state medical boards. Specific
requirements are set by medical specialty organizations, so uniform
standards are lacking, but prior health care experience is a prerequisite, and most PAs receive at least two years of specialized training,
often in on-the-job settings.22
E x p a n din g S co p e s of P ra c ti ce fo r A P N s

As their education and skills have increased and demand for their
services has grown, APNs have been rewarded with a guarded and
gradual broadening in the SOP allowed to them by state law and
professional regulation. These laws, developed in collaboration
with state boards of nursing and in a few cases boards of medicine,
spell out in varying degrees of detail what services APNs may and
may not provide, what levels of physician supervision are required
9

JULY 6, 2010

States vary widely in the
services they allow nurses to

NATIONAL HEALTH POLICY FORUM

for these services, or what services may be provided independently. Beginning in the 1970s, for example, some states began to give
nurses the authority to write prescriptions, albeit with limitations
applied for controlled substances. But it is only in recent years that
this practice has been adopted in all 50 states and the District of Columbia, and many states still require collaborative
range of arrangements with physicians to support nurses’ prescriptive authority. Other areas typically involved in state SOP
perform.
regulation include authority to make diagnoses, order tests,
prescribe treatment, refer to other providers, and practice
independently. PAs must in all cases work under physician
supervision, although onsite supervision is not always a requirement when adequate communication links are in place.
States vary widely in the range of services they allow nurses to perform and, in some cases, may explicitly limit expanded authority
to underserved areas. Practice acts defining SOP limits also vary in
their degree of specificity, from highly detailed catalogues of permissible activity to vague provisions open to a wide range of interpretations. Most states call for some sort of collaboration with physicians as a condition of expanded practice authorities, but the nature
of that collaboration may also be somewhat elastic, ranging from
direct supervision to sketchy requirements for written protocols.
The effectiveness and enforcement of such protocols may also vary,
and some have been described as merely pro forma.23 In states with
highly prescriptive practice acts, the form that required physician
supervision takes may vary from one procedure to another, according to a recent study of California’s NP practice act.24
Nursing organizations, as well as some sympathetic medical groups
and health reform advocates, contend that an inconsistent maze of
state regulation restricts professional mobility, thwarts optimal
workforce deployment, and wastes investments in training when
APNs are not allowed to practice “to the top of their license.” Variation is consistent with a long-established tradition of state regulation of professional practice. But the pattern set by the long, slow
spread of prescriptive authority for nurses can also be observed in
the glacial pace of diffusion of other authorities such as diagnosis,
referral, and independent practice.25 If nurses in one state are capable
of performing such services, critics of the inconsistencies of the current system argue, it is illogical and wasteful for others with equivalent training and certification to be restricted from performing them

10
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elsewhere.26 Conversely, physicians reason that allowing excessive
latitude in one jurisdiction does not justify allowing it in another,27
although independent studies documenting safety or quality problems could not be found for this report.
Summary data on NP practice authorities provide an overview of
the depth of SOP inconsistencies among the states. For example, 23
states and the District of Columbia have no requirement for physician involvement in NP diagnosis and treatment,
4 require involvement but not documentation, and
Twenty-three states and the District of Columbia
the remaining 24 require both involvement and
documentation. Fourteen states and the District have no requirement for physician involvement
of Columbia, most with substantial rural or other in NP diagnosis and treatment.
underserved populations, allow NP prescribing
with minimal or no physician involvement.28 Of
the remainder, some require physician “supervision” (variously described), while others call for “collaboration,” and an overlapping
group of jurisdictions require written protocols.29 States that require
onsite supervision for prescribing define this kind of oversight in a
variety of ways, ranging from 10 percent of the time to 20 percent
of the time to once a month to “regularly” to “periodically.” Other
states define collaborative prescribing arrangements across a similarly broad range. These arrangements include sample chart reviews
of a specified percentage of cases or at the discretion of the physician
and NP or, in many cases, no chart review at all. Maximum nurseto-physician collaboration ratios are specified in some states, typically three or four nurses to one physician, but just as often are held
to no specific standard.30 To get around physician resistance to NP
prescribing, without losing the benefits of expanded access to care,
California simply changed the language in its practice act to permit
nurses to “furnish” or “order” medications, but denied authority to
“prescribe,” although there was no practical difference between the
two.31 How closely written protocols and other supervisory arrangements are adhered to is to a large extent unobservable to researchers.
P hy s i cia n Re s i s t a n ce

The medical profession has unquestionably played a large role in
fostering the growth of nonphysician practice. PAs have enabled
surgeons and specialists to increase their clinical throughput and
their revenues. APNs in primary care and generalist disciplines

11
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have relieved burdens on physicians in underserved communities,
where they might otherwise be unable to provide their patients
with adequate attention.
Some medical specialty groups have relaxed their objections to SOP
expansions. But the American Medical Association (AMA) has consistently opposed reductions in the level of medical oversight required for nonphysician providers, arguing that quality
and patient safety may be compromised when oversight
The AMA has consistently opposed
is reduced. AMA officials warned in 2008 that some 24
reductions in the level of medical oversight states were considering legislation to expand nurses’
SOP and that, as medical workforce shortages increased,
required for nonphysician providers.
pressure for SOP expansions could be expected. State
medical societies regularly appear in the forefront of the
opposition to these bills, warning of safety and quality concerns that
could result from any slippage in medical supervision. In 2009, the
AMA House of Delegates instructed the organization’s staff to develop advocacy tools to respond to state legislative and regulatory
initiatives. The AMA and the Federation of State Medical Boards
have also mounted legal challenges to some SOP proposals. The
AMA has also sought state and federal investigation of retail clinics
located in large chain stores, where the organization has expressed
concerns about conflicts of interest when prescriptions are written
and filled by the same business entity.32 In Ohio, a state initiative to
create nurse-led medical homes to help address a shortage of primary care doctors has stalled over objections from the state medical
society to expanded authority for NPs.33 However, in a 2010 advisory
letter to the state of Kentucky advising against special regulations
for such facilities, the Federal Trade Commission cited studies showing quality of basic services in store-based clinics to be equivalent to
that provided by physicians.34

COS T A N D ACC ESS
To the extent that APNs and PAs provide services that are equivalent
to those of physicians, the potential opportunities that they represent
for reducing health care costs are suggested by the differences in the
average earnings of different classes of providers. Estimated average
earnings of NPs and PAs in 2008 were $80,000 and $90,000, respectively (see Table 1). In contrast, average annual earnings of primary
care physicians are currently about $186,000, while specialists earn
12
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an average of $340,000.35 Small-scale studies of care in nursing homes,
workplace clinics, and primary care centers have shown reductions
in cost from the use of NPs. But increased use of NPs and PAs could
also have the unintended consequence of driving up spending if it
causes an increase in the volume of services.36 Research methods are
lacking for determining whether such an increase might be accounted for by legitimate need or by provider-induced demand.
However, PAs and all but a small number of APNs are employed by
physician practices, hospitals, clinics, and others; because of their
employers’ billing practices and typical reimbursement arrangements, the cost to payers of the services provided by nonphysician
practitioners often reflects little of these differences in income. For example, Medicare may
Increased use of NPs and PAs could have the
pay for NP and PA services at the same rate
unintended consequence of driving up spending if
as physicians are paid under the Medicare
physician fee schedule, if those services are
it causes an increase in the volume of services.
deemed to be “incident to” the physician services, generally meaning that they occur during a visit in which the patient sees the physician as well as an NP or
PA. A 2002 analysis by the Medicare Payment Advisory Commission
(MedPAC) concluded that the equal payment is justified because it
represents a team approach to care that adds value for the payer.
NP and PA services may also be billed separately, in which case
Medicare pays at 85 percent of the physician fee schedule. MedPAC
found the differential to be arbitrary but declined to recommend a
change because it could find no empirical basis for an alternative
rate. An underlying problem, the analysis explained, was that Medicare had no way of determining whether nonphysician provider services were essentially different from those provided by physicians.
For example, it might be supposed that NPs and PAs would see less
complex and difficult patients, but data to support or quantify this
hypothesis were not available. Medicaid policies across the states
are similar, although the differential for separately billed services is
sometimes larger than Medicare’s. The payment policies of private
insurers vary. Some pay nonphysicians at 100 percent of physician
rates, while others follow Medicare rates or do not cover nonphysician services. Some states require insurers to pay nonphysicians
directly.37 Improved risk adjusters or refinement of diagnostic codes
to reflect differences in illness severity could create a foundation for
more accurate payment to physicians and nonphysicians alike.

13
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Acce s s to S p e cial t y S e r v i ce s

In the face of increasing demand for services, access to specialty care
can be an issue for some patients. Depending on age, 4.2 percent
to 10.2 percent of all respondents to the 2007 Medical Expenditure
Panel Survey said access to specialty care was a “big problem” for
them; 26 percent of respondents who were uninsured reported access as a big problem.38 Specialties such as orthopedics and gastroenterology, where new treatments have widened the field for medical
intervention, have seen waiting times increase as growth in demand
outpaced the growth in physician supply. Growing use of APNs and
PAs in these fields has helped ease access bottlenecks, reduce waiting times, increase patient satisfaction, and free physicians to handle
more complex cases.39
In orthopedics, use of APNs and PAs is a long-standing practice. Ten
percent of PAs in surgical specialties practice in orthopedics. They
see patients, order and interpret tests, set fractures,
apply casts, or follow up with surgical patients.
PAs and NPs in gastroenterology help meet the Some community clinics sponsor periodic orthopedic clinics staffed by NPs who are employees
growing demand for colon cancer screenings.
of a specialty physician practice. PAs and NPs in
gastroenterology help meet the growing demand
for colon cancer screenings, either in outpatient suites or hospital endoscopy centers. Specialized training programs are in short supply,
so extensive on-the-job training is needed to prepare many of these
personnel adequately for some of the more complex services they
provide.40 High-volume colonoscopy centers may utilize PAs and
NPs for direct patient contact while a supervising gastroenterologist
monitors multiple procedures from an electronic control room and
intervenes only when problems arise or procedures such as polyp
removal are indicated.41 After a recent investigation, the Office of the
Inspector General (OIG) in the U.S. Department of Health and Human Services found that some services billed to Medicare as “incident to” physician care were performed by personnel who lacked
adequate qualifications and recommended a review of these billing
rules. But the OIG’s report suggested that the bulk of the problem
was with unlicensed personnel who had less training than APNs
and PAs.42
Because PAs and APNs in specialty practice typically collaborate
closely with physicians, regulatory hurdles and physician resistance
are not important obstacles in that setting. Moreover, the business
14
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case for utilization of nurses and PAs in specialty practice is attractive. Private insurance may follow the Medicare pattern described
above, leaving providers the option of billing payers for these services at 100 percent or 85 percent of physician fee schedules, or at some
other negotiated rate. However, as noted in a recent study by the
Center for the Health Professions at the University of California, San
Francisco, even services billed at 85 percent yield substantial earnings for a specialty practice because of increased patient volume and
lower NP and PA salaries.43 It should be noted, however, that these
financial benefits accrue to the provider rather than the payer, unless
the latter negotiates for a share of the savings. Demands for higher
pay by APNs and PAs with advanced training, including graduates
of emerging doctoral programs for nurses, may also offset potential
savings. Observers emphasize that the main purpose that is served
by increased use of nurses and PAs is improved access to care rather
than putative cost savings.44 But in view of research suggesting that
demand for services may sometimes be driven by the supply of providers, the answer to the question of how much unmet need precedes the deployment of nonphysicians remains unsettled and may
differ between primary and specialty care.

T HE SE A RCH F O R S O LU T I O N S
A variety of factors have prompted states to consider modifications
in their procedures for regulating the health professions. Concern
about access to care in areas of inadequate provider supply has been
a consideration since APNs and PAs first began to practice. But many
states have more recently been interested in greater use of these professionals in the context of exploring new models of care delivery
that might improve coordination and efficiency. In 2008, for example,
Colorado Governor Bill Ritter commissioned a study of the SOPs of
NPs and PAs (as well as of dental hygienists) in order to evaluate
“collaborative models of primary health care delivery” to meet the
state’s access needs.45 In Ohio, as noted above, expanding NPs’ SOP
to allow independent practice was part of a state initiative to test
the potential of a “patient-centered medical home” model, also in
response to access concerns, and Massachusetts has commissioned
research to estimate possible savings with nurses, PAs, and storebased clinics.46

15
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States have also moved to reconsider their regulatory processes because of the ad hoc, piecemeal nature of existing SOP statutes. The
legislative process is in many cases perceived as inappropriately political and subject to conflicts of interest in the determination of professional boundaries, especially
The tradition of state regulation of the health where state boards of medicine are involved in reguprofessions is well established and would be lating nurses’ SOP. Legislators also express concern
that they are asked over and over to adjudicate nardifficult to challenge.
row technical arguments over practice authorities
that they do not feel qualified to assess. As a result,
New Mexico, Iowa, Texas, and Virginia have all created independent
review mechanisms to inform state legislators on professional regulation and workforce concerns and to insulate the SOP assessment
process from territorial interests.47
While the lack of national uniformity may rightly be considered to be
a barrier to professional mobility and optimal utilization of nurses’
skills and training, the tradition of state regulation of the health professions is well established and would be difficult to challenge. As
an alternative, some nursing and other professional organizations
have proposed the promulgations of model practice acts and have
recommended procedures for evaluating SOP legislation. In 2008,
the NCSBN developed a consensus model of regulation of APNs that
was subsequently endorsed by some 36 organizations representing
a wide range of specialties. While the nursing profession has developed extensive standards for training, testing, and certifying its
members, state licensing boards are “the final arbiters of who is recognized to practice” and follow no uniform model. The 2008 APRN
consensus model is designed to fill that gap, although how widely
it will ultimately be adopted remains to be seen.48 The NCSBN has
also proposed a nurse licensure compact, through which states recognize the licensure status of nurses from other states, which has
been signed by more than 20 states.49
A consortium of six professional regulatory organizations representing both doctors and nurses (as well as social workers, physical and
occupational therapists, and pharmacists) has produced a guide to
assessing SOP proposals for state legislators, after acknowledging
that “it is no longer reasonable to expect each profession to have a
completely unique scope of practice, exclusive of all others,” and that
“changes should reflect the evolution of abilities of each healthcare
discipline.”50 While signatory to the consortium guide, the Federation
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of State Medical Boards has written its own guidelines for assessing
SOP changes, emphasizing the importance of physician oversight and
the protection of patients from “unqualified practitioners.”51
The potential for expansion of nonphysician scopes of practice has
important implications for policymakers. In some geographic areas
and specialties, especially primary care, concerns have been raised
over the adequacy of the current workforce. Coverage expansions
in the Patient Protection and Affordable Care Act (PPACA) of 2010,
along with population growth and aging, will increase future demand for services. PPACA also includes provisions for increasing
the supply of nurses, PAs, and other allied professions and creates
a national workforce commission to assess needs and strategies. But
future workforce needs remain uncertain at a time of experimentation with new models of team care, which PPACA also encourages. Maldistribution of providers across specialties and regions
further complicates the estimation of future needs, as does lumping
together different levels of service under the rubric of primary care.
The supply of pediatric providers is expected to be adequate in the
years ahead, for example, but a drop in the percent of internists and
family practitioners accepting new patients has been documented in
some areas. Physician-to-population ratios are two times higher in
urban than in rural areas.52 The potential of nurses and PAs to help
redress such imbalances will depend partly on resolution of current
tensions over their scopes of practice.
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